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 A Fire Safety Evaluation System (FSES) Survey 

and a Post Survey Revisit (PSR) to the Life 

Safety Code Recertification and State Licensure 

Survey conducted on 06/15/11 was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  08/16/11

Facility Number:  011046

Provider Number:  155669

AIM Number:  NA

Surveyor:  Mark Caraher, Life Safety Code 

Specialist

At this FSES survey, Riverview TCU was found in 

compliance with NFPA (National Fire Protection 

Association) 101A, Chapter 4, Fire Safety 

Evaluation System for Health Care Occupancies 

in regard to the PSR to the Life Safety 

Recertification and State Licensure Survey.  

Achieving a passing score on the FSES Survey 

for Health Care Occupancies found in Chapter 4 

of NFPA 101A, Alternative Approaches to Life 

Safety, 2001 Edition, shows the facility provides a 

level of Life Safety at least equivalent to that 

prescribed by NFPA 101, Life Safety Code (LSC).  

This facility is located on the fourth floor of a fully 

sprinklered building determined to be of Type I 

(332) construction.  The facility has a fire alarm 

system with smoke detection in the corridors and 

all areas not separated from the corridor.  The 

facility has a capacity of 25 and had a census of 

12 at the time of this visit.

Quality Review by Robert Booher, Life Safety 
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Code Specialist-Medical Surveyor on 08/17/11.

{K 032}

SS=F

NFPA 101 LIFE SAFETY CODE STANDARD

Not less than two exits, remote from each other, 

are provided for each floor or fire section of the 

building.  Only one of these two exits may be a 

horizontal exit.      19.2.4.1, 19.2.4.2

This STANDARD  is not met as evidenced by:

{K 032} 6/15/11

 Based on observation and interview, the facility 

failed to ensure 2 of 2 smoke compartments were 

provided with at least one exit providing a 

continuous path of travel to an exit discharge.     

This deficient practice affects all occupants in the 

facility including residents, staff and visitors.

Findings include:

Based on observations with the Executive 

Director during a tour of the facility from 9:15 a.m. 

to 10:00 a.m. on 08/16/11, the TCU has two 

emergency exits.  One exit is a horizontal exit into 

the adjacent smoke compartment.  The adjacent 

smoke compartment has two exit stairwells.  The 

second exit is an exit stairwell that does not 

connect to an exit discharge directly to the 

exterior.  Based on interview at the time of 

observation, the Executive Director 

acknowledged each smoke compartment is not 

provided with at least one exit discharging  

directly to the exterior of the building. 

3.1-19(b)

 Correction obviated.  Passed FSES.

{K 034} NFPA 101 LIFE SAFETY CODE STANDARD {K 034} 6/15/11
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SS=F

Stairways and smokeproof towers used as exits 

are in accordance with 7.2.     19.2.2.3, 19.2.2.4

This STANDARD  is not met as evidenced by:

 Based on observation and interview, the facility 

failed to provide a continuous protected path of 

travel to an exit discharge for 3 of 3 exits in 

accordance with LSC sections 7.2.3.5.  LSC 

7.2.3.5 requires every smoke proof enclosure 

shall discharge into a public way, into a yard or 

court having direct access to a public way, or into 

an exit passageway.  Such exit passageways 

shall be without openings other than the entrance 

from the smoke proof enclosure and the door to 

the outside yard, court, or public way.  The exit 

passageway shall be separated from the 

remainder of the building by a two hour fire 

resistance rating.  This deficient practice affects 

all occupants in the facility including residents, 

staff and visitors.

Findings include:

Based on observations with the Executive 

Director during a tour of the facility from 9:15 a.m. 

to 10:00 a.m. on 08/16/11, the fourth floor on 

which the TCU is located is divided into two 

smoke compartments and has three stairwell 

exits.  Additionally, the fire resistance rating of the 

three exit enclosures on the first floor of the 

hospital to the exit discharge door is less than two 

hours.  Based on interview at the time of 

observation, the Executive Director 

acknowledged each of the three exit discharge 

 Correction obviated.  Passed FSES.
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passageways are not separated from the 

remainder of the building by a two hour fire 

resistance rating. 

3.1-19(b)
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